Proceedings of the Royal Society of Medicine 36 Streptomycin: Streptomycin seems to have little influence upon an established tuberculous adenitis and for such a comparatively benign condition a full course of this drug is a severe infliction upon a child, apart from its dangers.
Curettage of abscesses, either when they have spontaneously discharged or after incision is often satisfactory, but there is the difficulty of knowing the exact location of the necrotic tissue which it is desired to remove.
Incision-and expression are my own practice, and I think they are the most satisfactory of all. The tonsils and adenoids are removed as soon as possible; if an abscess has already formed there is no objection to combining this operation with its expression. If there is no abscess, nothing is done unless one forms. If this occurs the process is watched till the skin is just adherent over the softening spot, and then an incision a centimetre long is made through which the pus escapes and the necrotic gland is squeezed out of the opening by strong pressure applied by the fingers, with a piece of gauze under them to give a grip and hold the expressed matter. This squeezing is repeated, usually at least a dozen times, till three successive applications of the full force of one's fingers produce nothing but blood. This means that all the necrotic tissue has been expressed, and all that is then necessary is to keep the small opening patent till healing of the large cavity under it is complete. The objection made to this method that it will "spread the infection" is in my experience of several hundred cases quite baseless. The difficulty in getting it applied is that few will use sufficient force and persistence in applying pressure.
If a sinus has persisted for some time there is always contraction of scar tissue along its course, which gives the characteristic indrawn appearance of the skin where it opened. Excision of the scar several years after the infection has subsided, combined with a careful suturing of the subcutaneous fatty tissues, will often make a very marked improvement. [June 16, 1956] MEETING IN THE ANATOMY SCHOOL, DOWNING STREET, CAMBRIDGE The Decline and Fall in Hospital Pediatrics By DOUGLAS GAIRDNER, D.M., F.R.C.P.
In many places in this country, notably in London, the diminishing needs for hospital beds for children have led to a situation where more beds are available than are needed. In the area around Cambridge there has, for various reasons, been an actual shrinkage in the numbers of hospital beds available for children, so that, although the number of sick children requiring hospital care has declined here as elsewhere, there is still some shortage of hospital beds.
This area, with a population of 287,000, comprises Cambridge and those parts of the adjacent counties of Cambs, Hunts, Essex, Herts and Isle of Ely which are either served by the Cambridge group of hospitals, or by hospitals closely linked to them. The area is selfsufficient for all hospital services with the exception of neurosurgery and cardiac surgery, but to balance this receives from outside some paediatric cases requiring specialist services. Table I shows the number of hospital beds for children available in the area, and for From these figures it will be seen, (1) that the total number of children's beds in use in this area is little more than half that considered necessary in Newcastle in 1950. A more recent estimate by Dr. Mary Taylor (personal communication) is that in 1955 about 20% fewer beds were needed in Newcastle than in 1950, but the difference between the two areas stiUl remains striking, particularly in respect of the number of long-stay cases. (2) In this area E.N.T. beds for children number nearly one-half of those for all other types of case, the main cause of admission being for tonsillectomy.
The main factors responsible for the declining need for children's beds are well known.
They include the rising standard of infant care and feeding; the lowered incidence of certain infective diseases such as gastro-enteritis and tuberculosis; and the existence of potent antibacterial drugs and their ready availability to all, enabling much infective illness to be treated early by the family doctor. In an area like that of Cambridge where the average standard of housing is relatively good, and where the quality of medical care provided by the family doctor is also high, these factors all operate conspicuously. In addition, where home conditions are adequate the paediatrician and family doctor, working in close cooperation and making use of the domiciliary consultation scheme and of the services of the district nurse or midwife, can often investigate and treat serious illness partly or wholly in the home. This trend is helped also by the increasing n.umber of patients who have access to a car, and who can thus maintain frequent contact with the hospital. Some examples may be quoted.
Pyloric stenosis.-Early diagnosis enables operation to be carried out soon after admission, normal feeds are resumed about twenty-four hours after op.ration and the baby returns home a day or two later. Thus of 85 cases treateci in one children's department over the past seven years, mostly by surgery, three-quarters stayed in hospital seven days or less, and nearly half for four days or less, with no deaths.
Rerniotomy.-Many surgeons now allow children to return home the day after operation, returning later for removal of sutures.
Tuberculosis.-The advent of chemotherapy has made it possible both to shorten materially the duration of treatment, and to conduct much of this treatment at home, where injections of streptomycin can be given by the district nurse.
Metabolic investigations.-With ingenuity and a keen mother many of these may be carried out with the child remaining at home, for instance fat excretion tests, and rough but informative calcium balances.
Conclusions.-At the present time, home doctoring and hospital doctoring may interlock so closely that sharp boundaries between the two cease to exist, enabling much childhood illness to be investigated and treated without recourse to hospital admission, or with only a brief stay in hospital. The paediatrician should be easy of access, and available to advise the family doctor by telephone or by consultation in the home twenty-four hours a day and seven days a week. For this reason a pediatric centre should be based on at least two paediatricians, and this also has the advantage of providing a choice both to the family doctor and to the patient. The size of population which these two 'pdiatricians can properly serve seems to be of the order of 300,000 to 350,000. Where standards of living are reasonably high, the number of hospital beds for children, excluding only those for E.N.T. cases and for prematures, may require to be no more than 25-30 per 100,000 population. IN the early years of the present century the scale of hospital provision was made subject to available funds according to the needs then existing for the diagnosis and treatment of poor people who were seriously ill. The levels of prosperity and health now being achieved were then quite unexpected and would have seemed virtually impossible to the former leaders of the hospital world.
The effect on hospital work is likely to be seen first of all in children's departments and hospitals, because the fall in child morbidity is greater than the fall in adult morbidity and the birth-rate has diminished.
In economically prosperous Western states these factors have already eased the pressure on children's beds and facilitated the admission of children with minor illness. Empty beds
